Sir, We agreed with the article of McQuarrie article 'Fractional excretions of albumin and IgG are the best predictors of progression in primary glomerulonephritis'. But we were curious about the glomerular filtration rate (GFR) of high-and low-risk group patients separated by fractional excretion of albumin (FEalbumin), because firstly FEalbumin, which was albumin clearance divided by creatinine clearance (Ccr), seemed associated with Ccr as well as albuminuria, and secondly advanced decreased GFR [1] as well as proteinuria or albuminuria [1, 2] had been reported as the predictor of progression of chronic kidney disease (CKD).
We examined the relationships among fractional excretion of protein (FEprotein), urinary protein excretion rate (ProteinEx) and Ccr in 179 adult patients with CKD of various origins whose Ccr values were between 15 and 89 mL/min/1.73m 2 (CKD Stages II, III and IV). The scatter plot, even though showing a linear relationship between ProteinEx and FEprotein (r = 0.830, P < 0.001), looked fan shaped, and while ProteinEx diviated from 0, the association between ProteinEx and FEprotein decreased ( Figure 1A) . We drew the same scatter plot between ProteinEx and FEprotein again displaying each patient's stage of CKD. Each group of the three CKD stages was clearly separated and the slope was increased as the stage increased. This suggested that patients with higher FEprotein values in the same level of ProteinEx would be in the more advanced stage of CKD ( Figure 1B) .
FEalbumin is similar in both fractional excretion (FE) of sodium and selectivity index (SI) of protein in the formula structure but these results are interpreted differently. FEalbumin does not indicate the tubular function because albumin, unlike sodium in FE of sodium, is not filtered in the glomerulus. It also does not indicate permselectivity of the glomerulus because creatinine, unlike albumin or transferrin in the SI of protein, is fully filtered in glomerulus.
We thought that the reason FEalbumin was a better predictor of progression in primary glomerulonephritis than urinary albumin excretion rate or albumin-to-creatinine ratio was not because it was a more accurate indicator of the impairment of glomerular permselectivity as the authors speculated, but rather because it was a more sensitive formula containing decreased filtration function of the glomerulus with increased glomerular albumin permeability.
In conclusion, although this experiment was performed using total protein in patients with CKD of various origins, unlike the authors and others [3, 4] who used only specific proteins and only specific glomerulopathy, the FEprotein was tightly associated with both proteinuria and GFR. It seems likely that FEprotein could be a useful A simple four-grade score for aortic arch calcification by posteroanterior chest X-ray is associated with cardiovascular disease in haemodialysis patients Sir, We found the recent article by Noordzij et al.
[1] extremely interesting read. The authors found that progression of aortic arch calcification (AoAC), which was associated with hyperparathyroidism, as assessed by lateral chest X-ray (CXR), was related to mortality from cardiovascular disease (CVD). While an annual lateral CXR may be recommended in other countries, such procedures are rarely implemented in daily dialysis practice in Japan. Instead, based on a manual published in the late 1990s, only posteroanterior CXR (PA-CXR) is routinely performed and interpreted by dialysis physicians to monitor cardiothoracic index for dry weight assessment [2] . As such, we feel that the medical community could benefit greatly from easily accomplished assessment of AoAC via routine PA-CXR. We conducted a cross-sectional study involving maintenance haemodialysis patients [N = 51; mean age: 67 ± 12 years; median dialysis vintage: 4.5 years (interquartile range: 1.9-8.9)] at an outpatient dialysis centre. Using PA-CXR, AoAC was graded as follows: Grade 0, no visible calcification; Grade 1, small spots of calcification or thin calcification on the aortic knob; Grade 2, one or more areas of thick calcification and Grade 3, circular calcification on the aortic knob [3] . CVD was considered present if the patient had a past history of ischaemic heart disease (diagnosed by coronary angiogram), brain infarction with neurological symptoms (confirmed by brain imaging) or peripheral arterial disease (diagnosed by angiography or ankle-brachial index < 0.90). Binomial regression was performed by STATA version 11.0. The regression procedure in STATA fits generalized linear models estimating PD. Statistically significant values P < 0.05 in bold; all P < 0.20 in italics. Possible confounders with P < 0.20 in univariate analysis were entered into multivariate analysis. CI, confidence interval. 
